The patient is a 66-year-old African American male who presented to an outside emergency room in serious condition with neck pain as well as neck and facial swelling and difficulty swallowing of about 5 weeks duration. He finally came for attention when the pain became very severe. He was a chronically ill-appearing male bordering on cachexia. His evaluation at the referring hospital showed an ascending and arch aneurysm with rupture of the aortic arch and a large mediastinal hematoma (Fig. 1A) . The patient had a significant history of hypertension, dyslipidemia, chronic obstructive pulmonary disease, and heavy smoking. He was transferred to our institution for further care.
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The preoperative computed tomography (CT) showed a massive ruptured aneurysm of the aortic arch measuring up to 11.7 cm (Fig. 2) .
On entry into the pericardium we discovered a contained rupture of what turned out to be a false aneurysm containing a clot that had breeched the aortic wall, resulting in a large cavity between the innominate and left carotid arteries. The patient was placed on bypass through the femoral vessels and an aortic valve replacement (severe aortic regurgitation on echocardiogram), ascending aortic replacement (root sparing), and formal arch replacement with stage 1 elephant trunk was performed. Deep hypothermic circulatory arrest (31 minutes at 18°C) and bilateral antegrade cerebral perfusion (14 minutes at 400 cc/minute) was required for cerebral protection. The formal arch replacement included anastomosing the innominate artery and the left carotid artery endto-end between each other with a 12-mm graft, which was then anastomosed with the main arch graft with a separate 10-mm graft end-to-side of both grafts (see Fig. 1B ). The total bypass time and cross-clamp times were 214 and 163 minutes, respectively.
The patient had a difficult postoperative recovery, requiring reintubation. The patient also developed atrial fibrillation, which resolved before discharge. Five months postoperatively the patient is doing well. 
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